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Abstract 

Objective Recent literature has raised an important ethi¬ 
cal concern relating to the way in which surgeons approach 
people with gender dysphoria (GD): it has been suggested 
that referring transsexual patients to mental assessment can 
constitute a form of unjust discrimination. The aim of this 
paper is to examine some of the ethical issues concerning 
the role of the mental health professional in gender reas¬ 
signment surgeries (GRS). 

Method The role of the mental health professional in GRS 
is analyzed by presenting the Standards of Care by the World 
Professional Association of Transgender Health, and dis¬ 
cussing the principles of autonomy and non-discrimination. 
Results Purposes of psychotherapy are exploring gender 
identity; addressing the negative impact of GD on mental 
health; alleviating internalized transphobia; enhancing social 
and peer support; improving body image; promoting resil¬ 
ience; and assisting the surgeons with the preparation prior to 
the surgery and the patient’s follow-up. Offering or requesting 
psychological assistance is in no way a form of negative dis¬ 
crimination or an attack to the patient’s autonomy. Contrarily, 
it might improve transsexual patients’ care, and thus at the 
most may represent a form of positive discrimination. To treat 
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people as equal does not mean that they should be treated in 
the same way, but with the same concern and respect, so that 
their unique needs and goals can be achieved. 

Conclusions Offering or requesting psychological assis¬ 
tance to individuals with GD is a form of responsible care, 
and not unjust discrimination. 

Level of Evidence V This journal requires that authors 
assign a level of evidence to each article. For a full 
description of these Evidence-Based Medicine ratings, 
please refer to the Table of Contents or the online 
Instructions to Authors www.springer.com/00266. 

Keywords Gender dysphoria • Gender reassignment 
surgeries • Transsexualism • Medical ethics • Mental health 
professional 

Introduction 

In a recent paper, Latham [1] has raised an important ethical 
concern relating to the way in which healthcare profes¬ 
sionals, particularly surgeons, approach people with gender 
dysphoria (GD), who seek gender reassignment surgery 


1 There are various other ways of referring to similar procedures: 
“gender reaffirming” surgery, “gender confirming” surgery, “sex 
reassignment surgery,” and “gender realignment” surgery are the 
most common. Some terms, such as “confirming” or “realignment,” 
seem to suggest that perceived gender is innate, and surgery is meant 
to re-align the body to the “real” gender of the person. We will not 
examine in great detail the terminological issues; partly, people’s 
preference for one term rather than the other depends on views 
relating to how gender identity develops. For theories on gender 
identity development, see Giordano S, Children with Gender Identity 
Disorder, Routledge, 2012, Chapter 2. For ease, in this paper, we opt 
for “gender reassignment surgery.” We opt for “gender” rather than 
“sex,” because the latter refers to the genital area only. 
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and other gender-confirming medical proce¬ 
dures 

Latham argues that people who seek these procedures 
because of GD are compulsory referred to undertake 
mental assessment. Those without GD who apply for, 
according to Latham, the same procedures, are not (or 
extremely rarely are) subjected to the same mental 
assessment. This is a form of unjust discrimination toward 
patients with GD [2]. 

Latham goes further: he seems to suggest that such 
discrimination takes place because the requests of people 
with GD violate social norms. He argues that if a woman 
requests a surgical procedure (for example, breast 
enlargement) that is coherent with social norms (women 
should have breasts), she will not be subjected to psychi¬ 
atric assessment because her request is coherent with social 
norms; she will, instead, if her requests violate such social 
norms (for example, if she asks for radical, that is com¬ 
plete, breast removal). The person with GD has desires that 
do not conform to social norms, and this, Latham seems to 
suggest, is why s/he will be required to undergo mental 
assessment prior to being considered for surgery. 

In other words, Latham seems to suggest that some 
gender stereotypes (for example, wanting breasts of a 
certain type is “normal” for women) and norms of social 
acceptability (a woman should conform to certain stan¬ 
dards of beauty in order to be socially accepted [3, 4]) 
drive, somehow unrecognized, the care of people with GD. 

At first sight, Latham’s arguments sound compelling, 
and they certainly raise important ethical questions. If it 
were true that inherent to medical practice lay norms of 
social acceptability, and a discriminatory attitude toward 
people with GD, there would undoubtedly be strong ethical 
reasons to think carefully about the healthcare practices 
(not only surgical) offered to this population of patients. 
The paradox here is particularly acute, as this area of 
medicine should have at its core the recognition of different 
gender identities. 

Although Latham’s [1] concerns are important, and his 
arguments seem at first sight compelling, at further scru¬ 
tiny, they appear simplistic at best, and potentially harmful 
to patients (not only to the transsexual patients) at worse. 


2 

" Wherever possible, we shall privilege the terms “medical inter¬ 
ventions” and “medical procedures” over the terms “medical 
treatments” or “therapies”, in that they might imply a difference 
between these and “cosmetic” procedures. The terms “procedures” 
or “interventions,” in fact, would apply to all areas of medical care. 
We shall also refer particularly to surgery, but what is said is also 
relevant to other areas of healthcare for people with GD. 


Not All the Same Surgery is the Same 

The idea at the core of Latham’s argument [1] is that many 
medical procedures used in the treatment of patients with 
GD are the same as those used in the treatment of other 
patients: a mastectomy is a mastectomy, whoever requests 
it and for whatever reason it is requested. 

Latham is irrefutably right in this: many clinical pro¬ 
cedures used to help people with GD are technically the 
same as those used in other contexts. 

But it does not follow from the fact that technically the 
procedure is analogous, that also their purposes are the 
same, and that the hopes and expectations of the patients 
are the same, or that the repercussions in the life of the 
patients are the same. Even less it follows that because 
technically the procedure is the same, then all patients need 
to be treated in the same way regardless of why they 
request the procedure. 

Indeed, it is a gross misunderstanding of the principle of 
equality to interpret it as requesting that people ought to be 
treated in the same way. People need to be treated differ¬ 
ently , so that they can all equally be helped to achieve their 
own goals. Medicine ought to, at the very least, minimize 
people’s suffering: but in order to do that, the specific 
predicaments unique to each individual must be under¬ 
stood. In other words, to equally alleviate people’s suf¬ 
fering, people ought to be treated with equal concern and 
respect, and to be given an equal opportunity to attain a 
healthy life: to do this, they need to be treated differently 

[5]. 

The Complexities Inherent to Gender Treatment 

Some would object to Latham’s argument that the same 
medical procedure (for example, mastectomy) could be 
either cosmetic or therapeutic, and patients who need a 
treatment cannot be treated in the same way as patients 
who want to ameliorate their look. 

Determining what constitutes “therapeutic” versus 
“cosmetic” procedures raises important philosophical 
issues. In this paper, we purposely avoid discussing the 
issue of how medical interventions should be classified, 
and what it is that makes them “cosmetic” rather than 
“therapeutic.” We refer the interested reader to other 
sources, such as Sterodimas et al. [6] and Edmonds [7], 
which are representative of the ongoing discussion. Fur¬ 
ther, we are currently preparing a parallel paper focusing 
on this issue in relation to gender treatments. 

What matters to the purposes of this paper is not so 
much determining what procedures can be classified as 
cosmetic rather than therapeutic, but the fact that GD 
carries with itself complexities that are probably unique to 
the condition [8, 9]. 
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The person who applies for gender reassignment usually 
has a long history of discomfort [10], and the suffering 
associated with GD is all encompassing: it includes intra¬ 
psychic suffering [11] (often from adolescence or even 
earlier), but also relational suffering: it includes discrimi¬ 
nation, alienation, bullying, and severe social ostracism 
[12, 13]. 

Transsexual people are among the most violated, 
humiliated, and abused of all minorities: some of the most 
violent and atrocious crimes are those perpetrated against 
them [12]. Suicidal ideation and suicide attempts among 
people with GD are very high [14, 15]. 

The constellation of difficulties associated with GD 
complicates enormously the clinical picture of a person 
who applies for medical intervention, as compared with the 
population of patients who request medical or surgical 
procedures for purposes that are not gender related [16]. 

Gender-related procedures have an impact upon the 
whole life of the patient, which is not necessarily compa¬ 
rable with procedures, even of the same kind, performed on 
other categories of patients. 

It follows that even if, technically, a medical interven¬ 
tion is the same, when that intervention is required because 
of GD there are usually concerns that may not be present in 
other cases, or that are likely to be different from those 
present in other cases. To make a clear example, a breast 
enlargement in a woman with small breast, a breast 
enlargement in a transsexual woman, a mastectomy in a 
cancer patient, and a mastectomy in a transsexual patient 
may be similar procedures, technically speaking, but the 
impact and meaning of that procedure in each case are 
likely to be profoundly different; the expectations of the 
patients may also be markedly different. Doctors may have 
important clinical and ethical reasons to involve mental 
health professionals in all cases (whether or not the 
requests come from GD patients); and if in many cases, 
requests are not subjected to further scrutiny, it does not 
follow that they should not be subjected to further scrutiny 
in all cases. 

Moreover, the medical procedures offered for gender 
issues are also particularly complex. Various options can 
be offered to people with GD, such as hormonal therapy, 
psychological and social support, and different surgeries. 
Further, even within surgery, the approaches are various 
and lead to different results both at functional and 
appearance levels; for example, for penile reconstruction, a 
metaidoioplasty is not as invasive as a radial forearm 
phalloplasty [17-20]. Surgery is perhaps the ultimate and 
most radical step in the process of gender reassignment, 
and follows usually other medical procedures, and a long¬ 
term clinical process, during which the person’s concerns 
and response to various medical procedures are assessed 
and addressed. See for example, the female-to-male 


transsexual wish for urinating via the penis or the desire for 
penetrative sexual intercourse [17, 18]. Surgery is the 
quintessential goal for many, as it provides the appropriate 
physical morphology and alleviates the extreme psycho¬ 
logical discomfort of the patient [21-23]. 

Data on suicidal behavior pre- and post-surgery confirm 
significantly less suicidal ideation and attempts in patients 
after reassignment [24, 25]. 

Genital surgery has a huge impact on the social life of 
the patient, and the assessment of the results of the surgery 
goes far beyond the fact that the intervention was eventful 
or uneventful. To assess the outcome of the surgery, in 
patients with GD, at least all the following needs to be 
evaluated: if functional expectations have been met, if 
social expectations have been met, and to what extent the 
presence of complications has prevented the patient from 
meeting functional and/or social expectations. For exam¬ 
ple, has the female-to-male transsexual patient following 
mastectomy been able to pass as a man, and therefore feels 
comfortable in social situations such as at swimming pools 
or at the gym? Does the male-to-female transsexual patient 
feel that her facial feminization surgery fulfilled her 
expectations when relating to society? How important are 
functions such as urinating while standing, sexual inter¬ 
course, cosmetic appearance of the phallus, absence of 
donor site morbidity and unsightly scars, for a female-to- 
male transsexual patient planning phalloplasty? As a con¬ 
sequence, the surgeon may reasonably and legitimately 
request the help of a mental health professional to assist 
transsexual patients with such complex evaluations both 
prior and after any procedure is offered. More specifically, 
surgeon and patient can use the advantage of mental health 
expertise to better understand each other, and the patient 
can better understand his/her wishes and the impact of 
surgery in his/her life. 

We also need to remember that for individuals seeking 
care for GD, a variety of options may be considered: not 
only surgery, but changes in gender expression and role, or 
hormone interventions. Surgery can be partial or total; 
many transsexual people may want, for example, breast 
surgery and their genitals intact and, according to the 
Standards of Care (SOC) of the World Professional Asso¬ 
ciation for Transgender Health (WPATH), having a partial 
surgical treatment can be beneficial to the group of patients 
who decide to go for it [21]. The implication for surgeons 
is that surgeons should accept the patients’ request for 
surgery limited to only part of the body (e.g., only breast 
and not genitals; or only genitals and not breast”); further, 
surgeons should possibly advise and refer patients to 
mental health professionals to help to understand their 
desires. The mental health professional might help the 
person to understand the nature of his/her concerns; assist 
patients in exploring their gender identity; help with 
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distress usually associated with GD but secondary to it 
(such as depression, anxiety, isolation); provide family 
counseling; and help to ameliorate any other psychosocial 
difficulties; finally, the mental health professional may help 
the surgeon to understand what types of medical inter¬ 
ventions are most likely to benefit the patient. The mental 
health professional may also assess and address any co¬ 
existing mental health concerns; educate and advocate on 
behalf of transsexual people and their families in their 
community; provide information and referral for peer 
support; provide information regarding options for gender 
identity and expression and possible medical interventions; 
help the patient to determine his/her goals and expecta¬ 
tions, and help him or her to assess whether they are 
realistic. The mental health professionals can also prepare 
the patient for medical interventions [21]. 

Compulsory vs Responsible 

As we are understanding from reading Latham, he suggests 
that people with GD, contrary to people without GD, are 
coerced to undertake mental assessment: “Compulsory 
referral of all patients seeking transsexual surgeries may 
violate the patient’s ethical right to self-determination, to 
direct what happens to his/her body, and may therefore 
constitute a form of discrimination” [1]. 

Latham’s statement requires clarification. Mental 
assessment is not compulsory : the law in England and in 
many other countries does not require it. Mental assess¬ 
ment is typically recommended as a part of good com¬ 
prehensive care, as suggested by the SOC from the 
WPATH. Yet clinical guidelines are not the law and indeed 
the WPATH SOC are meant to provide flexible recom¬ 
mendations [21]. 

The importance of the patient’s journey [26] and the 
integration and coordination of healthcare to achieve a 
better quality of care have been described [27]. Particularly 
for transsexual people, Monstrey et al. (2001) [28], from 
the University Hospital of Ghent, Belgium, emphasized the 
importance of the multidisciplinary approach: they con¬ 
cluded that a close cooperation between the different spe¬ 
cialties within the gender team is the key to success in 
treating transsexual patients. Specialists such as psychia¬ 
trists, endocrinologists, plastic surgeons, urologists, and 
gynecologists constitute the core of the gender team, and 
meet with patients more frequently, while psychologists, 
otorhinolaryngologists, dermatologists, speech therapists, 
lawyers, and social workers normally see the patient more 
incidentally. 

A multidisciplinary approach is considered important to 
assess quality of life before the surgery, understand 
patient’s expectations, inform patients correctly, establish 
together with him/her the goals and timing of the 


interventions, and help the patients to go through the 
transition, understanding social interactions, gender roles 
in the society, daily activities and self-consciousness, and 
finally assessing the outcomes of it step by step [29]. 

With regard to referral to mental health professionals, in 
our view, its aim is not to demonstrate that there is a 
pathology that needs to be cured. The surgeon, in fact, is 
(or should be) referring the patient to mental assessment to 
improve the professional relationship between surgeon and 
patient; particularly, the mental health professional should 
assist the surgeon in evaluating the patient’s expectations, 
and assessing if the surgery could positively impact the 
patient’s life, especially when the surgeon is going to 
perform irreversible surgery. 

Moreover, the surgeon needs to inform the patient about 
outcomes, risks, and limits of the surgery; however, within 
GRS, information should not be limited to the delivery of 
the list of risks and benefits of each specific procedure, i.e., 
vaginoplasty or any other transsexual procedure. In GRS, 
in fact, the surgical act is not merely reconstructing the 
look of a part of the body, or its function, but, far beyond 
that, the surgical act is aiming at reconstructing the per¬ 
son’s identity, or part of this identity. Healthcare profes¬ 
sionals and patients are working on the person’s identity 
and not simply on one part of the body. Within this per¬ 
spective, the participation of the mental health professional 
within the surgeon and patient relationship does not rep¬ 
resent a violation of the patient’s autonomy, and it is not a 
form of discrimination. Indeed, the patient might strongly 
affirm that s/he knows what s/he wants; nevertheless, the 
surgeon might still require the help of a mental health 
professional to achieve a better understanding of the 
patient’s expectations and to explain better the limits of 
surgery; finally, the mental health professional can help the 
patient to understand how the requested surgery might 
impact the person’s identity, and his/her relationships 
within society. 

Some kind of pre-operative testing is performed all the 
times. The involvement of a mental health professional 
may be seen as an extension of that. As medical treatment 
for it has vast repercussion in the person’s life, the 
involvement of the mental health professional is a way to 
help patients to cope with the significant changes that ini¬ 
tiating treatments are going to bring to their life. 

The Standards of Care 

There are various international clinical guidelines provid¬ 
ing tools to doctors involved in the care and treatment of 
people with GD. The most recent and authoritative are 
those published by the Endocrine Society in 2009 [30] and 
“The World Professional Association for Transgender 
Health (WPATH) Standards of Care (SOC)” for the 
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diagnosis and treatment of transsexuals, transgender, and 
gender nonconforming people in 2011 [21]. In the scientific 
literature, there is a lack of randomized clinical trials or 
high-quality follow-up studies on high numbers of operated 
transsexuals: there is no evidence-based research above 
evidence level B or C [22]. The WPATH is an interna¬ 
tional, multidisciplinary, professional association whose 
mission is to promote evidence-based care, education, 
research, advocacy, public policy, and respect for health of 
transsexual people. 

The overall goal of the SOC [21] is to provide clinical 
guidance for health professionals to assist transsexual, 
transgender, and gender nonconforming people with safe 
and effective pathways to achieve lasting personal comfort 
with their gendered selves, to maximize their overall 
health, psychological wellbeing, and self-fulfillment. This 
assistance may include primary care, gynecologic and 
urologic care, reproductive options, voice and communi¬ 
cation therapy, mental health services (e.g., assessment, 
counseling, and psychotherapy), and hormonal and surgical 
treatments. The SOC are based on the best available sci¬ 
ence and expert professional consensus [21]. 

The SOC are meant to provide flexible guidance, to meet 
the diverse health care needs of transsexual, transgender, 
and gender nonconforming people. Although flexible, they 
offer standards for promoting optimal health care and 
guiding the treatment of people experiencing GD. Clinical 
departures from the SOC may come about because of a 
patient’s unique anatomic, social, or psychological situa¬ 
tion [21]. 

Although the SOC are intended for worldwide use, 
WPATH acknowledges that much of recorded clinical 
experience and knowledge in this area of health care is 
derived from North American and Western European 
sources. From place to place, both across and within 
nations, there are differences in all of the following: social 
attitudes toward transsexual, transgender, and gender 
nonconforming people; constructions of gender roles and 
identities; terminologies; epidemiology; access to and cost 
of treatment; therapies offered; and legal and policy issues 
[21, 23]. 

Indeed, within a given country, the WPATH SOC might 
become less applicable either because of legal or eco¬ 
nomical issues. For example, some countries require 
approval from the Health Ministry (Sweden) or from the 
Court (Italy), and some countries do not allow gender 
surgery at all (most of the Arabic countries). Some coun¬ 
tries have limited or no resources to offer complete gender 
treatments (within the UK, breast surgery is not offered at 
all for male-to-female transsexuals). 

Still, the SOC are not intended to limit efforts to provide 
the best available care to all individuals: even in areas with 
limited resource opportunities, health professionals can 


apply the main core principles of the SOC, which include 
exhibit respect (do not pathologize differences in gender 
identity or expression); provide care; become knowledge¬ 
able; match the treatment approach to the specific needs of 
patients; facilitate access to appropriate care; seek patients’ 
informed consent; offer continuity of care; and be prepared 
to support and advocate for patients within their social 
settings [21]. 

When it comes to mental assessment and counseling, the 
WPATH recommends that both prior to the initiation, and 
after treatment has commenced, the patient is constantly 
offered psychological support. Mental assessment or sup¬ 
port is not compulsory, differently from what Fatham 
suggests; nevertheless, mental assessment and support are, 
in our opinion appropriately, offered to patients through 
their journey. Psychotherapy is usually offered prior to the 
initiation of any medical procedure for GD patients, for 
purposes such as exploring gender identity, role, and 
expression; addressing the negative impact of GD and 
stigma on mental health; alleviating internalized trans¬ 
phobia; enhancing social and peer support; improving body 
image; or promoting resilience [21]. Indeed, there is no 
evidence to suggest that patients or a patients’ group have 
ever complained about such an approach. It is one of the 
authors’ experience (GS) that some of the patients might 
feel they do not need psychotherapy or mental counseling, 
but still they accept it as part of their journey, at least to 
have the diagnosis confirmed, and to explore what kind of 
further help they can be provided with, beside hormonal 
and surgical treatment. 

As stated in the SOC, it is ideal for mental health pro¬ 
fessionals, while counseling, to periodically discuss the 
progress and obtain peer consultation from other profes¬ 
sionals, both in mental health care and other health disci¬ 
plines, who are competent in the assessment and treatment 
of GD. Further, the relationship among professionals 
involved in a patient’s care should remain collaborative, 
with coordination and clinical dialog taking place as nee¬ 
ded. Open and consistent communication may be necessary 
for consultation, referral, and management of postoperative 
concerns [21]. 

Other forms of social support and changes in gender 
expressions can be also considered to help alleviate the 
suffering associated with atypical gender identity: these 
include peer support resources, groups, community orga¬ 
nizations, communication therapy (verbal and non verbal), 
hair removal, breast binding or padding, genital tucking or 
penile prostheses, and changes in name and gender marker 
on identity documents. 

Even if in specific instances, mental assessment were 
requested by a surgeon prior to initiation of treatment, and 
the patient was reluctant to undergo it, this would not mean 
ipso facto that the patient’s right to non-discrimination and 
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his/her right to autonomy are violated: indeed, it could be 
argued that psychological counseling may enhance, rather 
than restrict, patient autonomy, in that it could enhance his/ 
her capacity to make a better informed decision [31-34]. 

Latham [1] also reports that the postoperative dissatis¬ 
faction rate of transsexual people is much lower than the 
postoperative dissatisfaction rates of non-transsexual peo¬ 
ple who undertake “cosmetic” surgery. Perhaps those who 
explore their wishes in greater depth through mental 
assessment, and thus make better informed choices (where 
information goes beyond the provision of data relating to 
the clinical risks and benefits) do better overall. 

Conclusions 

Latham [1] is right in his plea for respecting the equal right 
of gender minorities to receive similar care as the non¬ 
transsexual population. Whereas Latham’s aims are noble, 
it is the opinion of the authors that his arguments (i.e., 
leaving the choice for referral to psychiatric assessment 
completely to the patient) are potentially harmful toward 
that same category of people whose rights he proposes to 
defend. Referring transsexual patients for mental health 
counseling before surgery is not an absolute requirement, 
as Latham suggests. Even where the surgeon or other 
healthcare professionals make it a requirement, this is not 
necessarily violating the person’s right to autonomy: on the 
contrary, it is improving the patient’s care. 

Given the variety of clinical options, and the invasive 
nature of some of the procedures at stake, given the 
implications of amending gender identities, the physicians 
involved may reasonably hold that they need the help of 
other healthcare professionals to understand the concerns 
of the individual patient, the goals of that patient, and to 
negotiate with the patient a procedure that can realistically 
assist the patient in achieving his/her goals. 

Far from limiting the autonomy of the patient, and far 
from being a paternalistic attitude, this type of conduct on 
the part of healthcare professionals is responsible and can 
be seen as a part of the duty of care owed to each patient. 

Furthermore, the health professional has a moral obli¬ 
gation to offer the best quality of care, which must be based 
on assessment of the patient’s condition, of the expecta¬ 
tions and goals, on provision of information regarding 
various options for gender identity and expression and 
likely risks, benefits, and outcomes of those options. 

There is nothing in principle either discriminatory with 
proposing, or even requesting, the assistance of a mental 
health professionals, in cases in which surgeons or other 
healthcare providers may believe that this is in the interests 
of their patients. Indeed, they would be irresponsible if they 


did not, based on some abstract and misplaced idea of 
equality or autonomy. 

Offering or requesting the assistance of a mental health 
professional is thus in no way a form of discrimination. If 
the provision of psychological care is at all a form of 
discrimination, it is a form of positive discrimination: 
patients with GD are given something more , not something 
less. Indeed, a surgeon may ethically request the mental 
assessment of anyone who applied for any procedure, if 
s/he reasonably believes that this may be in the best 
interests of the patient. If anything, from all that have been 
said above, it could be argued that mental assessment 
should perhaps be made more largely available, and per¬ 
haps sometimes requested, in a much broader range of 
cases. 

This offer or request is also in no way an attack to the 
principle of respect for the patient’s autonomy: it can 
indeed enhance the patient’s autonomy. To respect equal¬ 
ity , to treat people as equal does not mean that they should 
be treated in the same way, it means that they should be 
treated with the same concern and respect, but differently, 
so that they can, as unique individuals with unique needs 
and goals, be given an equal chance of attaining a life that 
is of value to them. 
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